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INTRODUCTION Background
In Kenya, HIV prevalence rates are high in the general population (estimated at 6.7 percent in 2003) but uptake of voluntary counseling and testing for HIV (VCT) remains low at 13 percent (KDHS, 2003) . The 2003 Kenyan DHS found that women were less likely to have heard of VCT (48 percent) and less likely to have used a condom in their last high risk sex encounter (24 percent) than men. Condom use as a contraceptive method was reported to be low at 10.5 percent (KDHS, 2003) . Almost 40 percent of women in the reproductive age group are using family planning (FP) services, and most users (58 percent) obtain their method from public sector health facilities. The majority use the injectable or pill, methods that require frequent visits to clinics (KDHS, 2003) and do not protect against HIV and STI acquisition. Approximately 20 percent of births are unwanted and 25 percent are mistimed.
Despite this evidence, relatively little attention has been paid to the opportunities of offering HIV counseling and testing (CT) within the context of other reproductive health (RH) services attended by people at risk of HIV. Thus, integrating counseling and testing for HIV within FP services potentially increases the range of services available for FP clients, many of whom are at risk of STIs including HIV. Evidence of the feasibility, acceptability, cost and effect of offering counseling and testing in FP settings has over the years remained limited.
At present, the policy environment is conducive to the integration of services and the relevant departments within the Kenyan Ministry of Health (MOH) work together to seek common benefits. The National Reproductive Health Strategy (1997 Strategy ( -2010 highlights integration of services and quality of care as key components of its strategy (MOH, 1996) . The current National Health Sector Strategic Plan (NHSSP II) 2005-2010 also highlights integration of HIV/AIDS programs into maternal and child health as a key output to be achieved during the plan period . In addition, the MOH policy on reproductive health emphasizes the need for integrating RH and HIV/AIDS information and services. The Ministry of Health draft strategy document entitled "Strategy for the Integration of Voluntary Counseling and Testing Services and Family Planning Services" defines integration as "the incorporation of some or all of the different FP services into existing VCT services and vice versa ."
A study on integration of HIV and FP services in Ethiopia (Bradley et. al., 2006) categorized integration into three levels, facility integration (co-location of HIV and FP services within the same facility), room integration (offering HIV and FP services in the same room), and counselor integration (offering HIV and FP services by same counselor in one consultation). The study showed that, relative to co-locating services in the same facility, those integrating services at room and counselor-levels were 1.9 -7.2 times more likely to serve clients wanting HIV testing.
Justification
The MOH draft strategy on integration of VCT and FP services states that "A major concern of the Kenya government, program implementers, and donors is that the VCT program is evolving as a parallel program to other efforts, especially those of the MOH that are aimed at decentralizing and integrating services." To date, only models of FP integration into VCT services have been developed and tested in Kenya (Reynolds et al, 2006) . Integration of CT into FP has not yet been addressed and so evaluation of alternative models for this approach will assist the MOH to make programmatic decisions on cost effective approaches to improving uptake of HIV CT and improving the quality of FP services. To review evidence and provide guidance on FP-HIV integration broadly, the MOH has established an RH-HIV sub-committee within the RH-HIV Working Group, chaired jointly by the National AIDS and STI Control Program (NASCOP) and the Department of Reproductive Health (DRH), and reporting to the Head of the Department of Preventive and Promotive Services. The main aim of the committee is to develop an integrated RH/HIV program that will ensure improved coordination and collaboration among key agencies and organizations offering RH and HIV information and services.
Models tested
Two models were developed and tested in response to the MOH"s interest in being able to offer different models of integration of CT into FP, depending on the context in which CT is already available. Both models include common components of a strengthened FP consultation plus counseling about and an assessment of STI/HIV risk behaviors. The "referral" model then provides information about HIV CT to all FP clients, with referral to existing VCT services elsewhere for those interested in being tested. This model is most relevant for those facilities in areas that already have a number of VCT services accessible to the clients and that do not necessarily need to offer HIV CT on-site; this model was tested in Thika district. The "testing" model also provides information on HIV CT, but then offers on-site testing and post-test counseling by the FP provider. This model is most relevant for facilities located in areas that do not have many VCT sites available and was implemented in Nyeri District.
OBJECTIVES
The overall objective of the project was to assess the feasibility, acceptability, effect and cost of integrating VCT information and services into FP services. The specific objectives were:
1. To develop and implement a model of integration that educates FP clients about VCT and offers them counseling and testing for HIV within the routine visit by a FP provider. 2. To develop and implement a model of integration that educates FP clients about VCT and refers interested clients for testing and post-test counseling to a specialized VCT service. 3. To describe the feasibility of implementing each of the two models and provider perspectives on their implementation. 4. To assess the implementation of the two models in a number of health care delivery settings in terms of their acceptability to clients, effectiveness in increasing VCT uptake, and incremental costs. 5. To assess the effect of integrating VCT on the quality of FP services received. 6. To disseminate and utilize results to create the conditions for scale up.
DEVELOPMENT AND IMPLEMENTATION OF THE TWO MODELS
Sensitization of the National, Provincial and District teams Following discussions at the national level with the FP Working Group and the VCT Integration Sub-committee, a sensitization meeting on integrating VCT activities into FP services was held in Nyeri in November 2005. Key stakeholders included the Provincial Health Management Team (PHMT) of Central Province, the District Health Management Teams (DHMTs) from Thika and Nyeri Districts, NASCOP, DRH and FRONTIERS. The purpose of the meeting was to discuss the national VCT/FP integration strategy, the proposed models of integration, planning issues and data collection requirements. During the meeting, members of the provincial and district teams discussed: the current number of VCT sites, strengths and opportunities for the proposed project, challenges, solutions and their expected roles and responsibilities. An outcome of this meeting was the decision to proceed with developing and comparing two models.
Models to be compared
The conceptual framework on which the two models were based is described in Figure 1 below.
The Referral Model:
This model was implemented in Thika district, where the majority of facilities already had on-site VCT services and there were a number of stand-alone VCT sites. Family planning providers were trained to provide standard HIV/STI prevention and VCT awareness information, followed by individual risk assessment and a strengthened focus on promoting dual protection. HIV/STI prevention information was also incorporated into group health talks that usually take place at all clinics. All clients expressing an interest in VCT were referred internally to the on-site VCT service or externally to VCT services at other facilities for pre-test counseling, testing and post-test counseling. Health providers had a list of clinics and centers providing VCT services within the district, which was shared with the clients.
The Testing model:
The testing model was implemented in Nyeri district, where on-site VCT services were not readily available. Providers from health centers and dispensaries (all without on-site VCT facilities) and from the Provincial General Hospital in Nyeri (which had on-site VCT) were trained to provide standard HIV/STI prevention and VCT awareness information, individual risk assessment and dual protection during all FP consultations. Clients who expressed an interest in VCT during the consultation were offered pre-test counseling, testing, and post-test counseling by the FP provider herself, either on the same day or at a later date. Clients were asked whether they preferred their FP provider to test them or if they wanted to be referred to another VCT service. HIV-positive clients were referred for follow-up and treatment in appropriate health facilities that had comprehensive care centers (CCCs). • FP clients to benefit from IEC and services for HIV in one visit preferably by one provider
• Referrals for services not offered on site
• Enabling health policies
• Functional management systems
• Functional procurement and logistics systems
• Changes in service delivery
• Availability of space and infrastructure
• Training of health Providers 
Balanced Counseling Strategy Plus (BCS-Plus)
The Balanced Counseling Strategy (BCS) is a counseling approach that uses a toolkit consisting of several job aids to facilitate structured FP consultations. The BCS was developed and validated in Latin America by the Population Council (León, 1999 and León, et al. 2003) 1 . This version of the BCS job aids was first adapted in South Africa for use in high HIV and STI prevalence settings, and then reviewed, modified and adapted by the trainers in Kenya. The modified version, referred to as BCS-Plus, seeks to improve the overall quality of FP services through increased choice and discussion of FP methods, strengthened integration of issues surrounding HIV and STIs into FP, increased discussion of dual protection, and improved prevention and control of RTIs/STIs among FP clients through early detection and management.
The modified BCS-Plus toolkit consists of a: (a) an algorithm to guide the provider through a semi-structured consultation; (b) a set of method-specific cards to facilitate counseling; and (c) brochures to be taken away by the client that describe the chosen method in detail.
Algorithm:
The algorithm summarizes the key steps that a service provider should take to implement the BCS-plus during a counseling session. The steps are organized chronologically under three stages: Pre-choice; Method Choice; and Post-Choice. Each step describes the actions the provider needs to take or question s/he needs to ask. Depending on the client"s response, the algorithm describes the following steps to take. The algorithm is described in Appendix 1.
Counseling cards:
There are 14 counseling cards in the toolkit. The first card contains six questions that the service provider will ask to rule out if a client is pregnant. The 13 methodspecific cards are used to help narrow down choice of the appropriate method for the client. Each method card has an illustration of the method on the front side of the card. The backside of the card contains a description of several basic attributes or characteristics of the method. This allows the client to get an idea about the method. An example is given in Appendix 2.
Brochures:
The toolkit includes 13 brochures, one for each FP method. Each brochure contains general information on the FP method, limitations on its use, how to use the method, side effects, other benefits, key points for follow-up, and warning signs for when to seek medical attention. An example of the FP method brochure for the IUD is given in Appendix 3.
Training Health Providers
A total of 75 health care providers, 47 in Thika and 28 in Nyeri, were trained. Implementation of the two models started in mid-May 2006 after the first group of trainees had qualified. Training focused on service integration, updates in FP method effectiveness and WHO eligibility criteria, RTIs and HIV, reproductive rights and informed choice and consent, safe sex and dual protection, values clarification, risk assessment and reduction, use of the BCS-plus, record keeping, logistics management and referral. Duration of the residential training was five days for the referral model and nine days for the testing model, which included an additional four days for training in HIV CT and conducting and interpreting rapid HIV tests. Trainers were drawn from DRH, NASCOP, AIDS & STDs Coordinator and RH Training and Supervision Coordinator, Thika and Nyeri DHMTs, and FRONTIERS. To facilitate sustaining implementation and effective program supervision and monitoring, the national level trainers teamed up with provincial and district level trainers. Trainers followed up providers who had completed the training to ensure that they started implementation of activities immediately after training.
Participants took part in pre and post training tests. There was a marked improvement for all the groups in post training test scores (Table 1 ). The higher average score in Nyeri is attributed to the fact that providers in this district had recently undergone updates in FP under the "Implementing Best Practices (IBP)" pilot project a few months before the start of the training program. Half of the participants rated the training to be very good, 30 percent it as good, while 18 percent rated the training as satisfactory, considering the following factors: content, materials and use of visual aids, trainers" presentation and practice sessions. Over half (58%) of the participants said that the length of training was just right, while 42 percent thought it was too short. A number of participants recommended that the time allocated for the counseling and testing sessions should be increased to allow for more practice sessions.
Towards the end of the training, each participant developed an action plan that addressed preparatory steps and specific obstacles that needed to be tackled at their facility to be able to 7 "fast-track" implementation of the activities. The action plans addressed five areas: identify problems; steps required to tackle the problems; the resources needed to tackle the problems; the persons responsible for tackling the problems and the expected initiation or completion dates for the planned activities.
Strengthening basic supplies and commodities
Planning for and procurement of key supplies, such as rapid test kits for HIV and reagents and FP commodities, was undertaken with district-level mechanisms for sourcing, storage, distribution and replenishment of supplies. NASCOP is responsible for provision of HIV test kits and the DRH for provision of FP commodities. In anticipation of starting up activities, both DHMTs were able to liaise with the PHMT, DRH and NASCOP, as well as the Kenya Medical Supplies Agency (KEMSA), to place orders for the requisite supplies. Study facilities embarked on implementation of activities immediately after receiving the basic supplies and commodities from the DHMTs.
Strengthening routine data collection on FP and VCT services
To ensure adequate monitoring of the intervention, the existing FP registers were reviewed. Additional information required to monitor implementation of the intervention was identified and key indicators (e.g. number of clients counseled, tested, referred and their HIV sero-status) were manually added to the registers in the intervention clinics before the new activities began. Collection, review and use of routine data from both FP and VCT registers were the key mechanism used to monitor implementation. Clinics and VCT centers were asked to keep records of the numbers of clients referred. The majority of health facilities in the referral model established systems for identifying the number of VCT clients who had been referred from FP clinics; examples included creation of additional columns in the register or inserting the letters "FP" against the names of clients who had been referred from FP clinics.
To better understand patterns of VCT utilization, clients in both models were given a set of VCT vouchers during their FP visit. The vouchers had two parts; the front part contained information about the referring institution, while the back side contained information about the receiving institution. Information on the referring institution included: name of district, name of issuing health facility/clinic, date of issue, whether client discussed with provider risk factors for STIs, HIV/AIDS and unintended pregnancy and whether client was new or repeat. Information on the receiving institution where the client went for the test included: date of test, name of testing health facility, whether the test was performed by FP provider or not, whether client received results or not, sex of the client and age in complete years. Once completed, the voucher was handed over to the midwife in charge of the FP clinic who then filed it. Information on the number of vouchers received was then compiled on monthly basis and handed over to the DHMT who then forwarded to the national level project team alongside information on other aspects of the project.
In both sites, activities were monitored and supervised using information collected from registers on FP and VCT utilization. In Thika district, additional information was collected on referrals. Project progress was reviewed on monthly basis by the respective DHMTs. Challenges arising were tackled at such meetings and during the monthly supportive supervision sessions.
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EVALUATION METHODS
Study design and selection of sites
A pre-post intervention design without a control group was used. Study participants were new and repeat FP clients and health providers (nurses and clinical officers) working in FP clinics. The study was conducted in two districts of Central Province, Nyeri and Thika, which represent examples of high and low availability of VCT services at the district level. At the time of designing the study, Nyeri District had three sites offering VCT while Thika District had 16 sites, mainly situated within existing health care facilities. The implementation phase lasted ten months, from May 2006 to February 2007.
Health facilities for piloting the two models were selected following consultations between the two relevant divisions of the MOH, the Department of Reproductive Health (DRH) and the National AIDS and STI Control Program (NASCOP), the provincial and district health management teams and FRONTIERS. A total of 23 public health facilities were selected based on the following criteria: Adequate client volume (a minimum of 100 combined new and revisit clients per month); Minimum of two providers qualified in and currently providing FP services; Hospitals and health centers in Thika district were required to have VCT on site; Facilities in Nyeri district should not have VCT on site.
Of the 23 facilities selected, 14 implemented the referral model in Thika District and nine were selected to implement the testing model in Nyeri District. The selected facilities are listed in Appendix 4. In addition to fulfilling the criteria above, the DHMTs ensured that the selected facilities were evenly distributed across the administrative divisions to increase geographical coverage of health facilities. In Thika, the 14 sites included two hospitals, eight health centers and four dispensaries 2 . In Nyeri, the nine sites included one hospital, four health centers and four dispensaries.
Health facility assessment and training audit
A health facility assessment was conducted in all 23 facilities in March 2006 by experienced health providers who had been trained for two days to undertake the exercise. The assessment involved a review of records, interview with health facility in-charges, and an inventory of equipment and supplies available for providing FP and counseling and testing services. A training audit was also undertaken to assess the number and skills of health staff available.
Focus group discussions with FP providers
Pre and post-intervention FGDs were conducted in March 2006 and in April 2007 to assess the acceptability of the interventions to providers in both districts. One group of health providers from each district participated in the FGDs. In the pre-intervention FGDs, providers were 2 A dispensary usually offers a limited range of curative, preventive, promotive and rehabilitative care. On average, dispensaries are staffed with 2-3 nurses. Dispensaries often lack a laboratory, maternity ward, inpatient facilities and staff houses. A health centre (with an average staff of 5-8 health providers) offers a wider range of services, including a laboratory, maternity services, inpatient facilities etc.
selected from non-study facilities, whereas providers in the post-intervention FGDs were selected from all the study sites. The FGDs were carried out by two social scientists with the help of a reproductive health trainer from the MOH. Providers were asked to comment on challenges in providing FP, their perceptions of the quality of care, current provision of services, contribution of FP services in combating HIV and STIs, cost of FP/STI services, and the acceptability of integrating counseling and testing services for HIV within FP services. The characteristics of health providers who participated in the discussions were similar at baseline and endline.
Focus group discussions with FP clients
FGDs with FP clients were held in each district (one at a health center and one at a dispensary) before and after the interventions. Participants in the pre-intervention FGDs were selected from clients attending FP services in four randomly selected non-study facilities. Post-intervention FGDs were held in four facilities among those that had implemented the interventions, two in Nyeri and two in Thika. Clients were asked to comment on the current challenges to provision of FP care, their perception on the quality of care, access to VCT services, factors affecting VCT uptake and access and the acceptability of integrating counseling and testing services for HIV within FP services. Table 2 ). During the observation, the nurse used a structured checklist with a series of standard items to record the technical competence of the provider as well as the quality of care received.
Observations of provider-client interaction
Client exit interviews
Clients exiting the observed FP consultations were then requested to be interviewed by trained research assistants using a structured questionnaire. A total of 552 FP client exit interviews were completed at baseline and 530 FP interviews completed at endline (see Table 2 ). Clients were asked questions relating to the acceptability and quality of services they had just received and their experiences with testing for HIV or intention to test, dual protection, behavior during the period, experience of the service, changes in risk perception, and partner notification and testing. 
Measuring incremental costs of implementing each model
The costing framework for integrating CT for HIV into FP services took into account only the additional costs incurred for integrating the additional services; see Appendix six for a detailed description of the methodology used. The incremental costs considered in this report are confined to the service delivery phase only, although the report also shows the costs incurred during the planning phase and training phases. Retrospective data (pre-intervention) and prospective data (post-intervention) were collected from the 23 facilities. Data were obtained from: key informant interviews, review of administrative data, FP utilization registers and observation of the time each provider spent with clients. During the health facility assessment, information on costing was obtained from facility in-charges and KEMSA on HIV equipment and supplies. Costing information covered the quantities of supplies used before and during intervention period. For each item, the price per unit of pack or quantities used was obtained.
The total quantities used were multiplied by the respective unit cost of the supplies used to obtain the total cost of the various interventions.
Information on labor costs was obtained by reviewing employment details of the staff observed during client-provider interactions. Details included job title, days worked per year, hours worked per year, basic monthly gross salary and monthly allowances for housing, medical, leave, non-practice, hardship and other monthly benefits.
Data management and analysis
Data entry screens for all quantitative data were set up in Epidata and double entered. Analysis was done in Stata 9.2. Client characteristics were compared at baseline and any differences observed were adjusted for when making comparisons post-intervention. Qualitative data were analyzed manually using content analysis techniques. Ethical considerations including informed consent for study participants, informed consent for VCT clients and issues pertaining to confidentiality, among others, were observed and adhered to throughout the study.
FINDINGS Readiness to offer integrated services
At baseline, the majority of facilities had the minimum basic equipment, supplies, infrastructure and staff to carry out integration activities in both models (Table 3 and Appendix 5). The results are expressed in terms of mean percentage scores and were derived from individual percentage scores against all the items listed under each category in Appendix 5. There were variations; for instance, whereas all facilities had BP machines, stethoscopes, and examination couches, other equipment such as port light, display board for FP methods, sterilizing drums were only available in approximately 50% of the facilities across the two models. Overall, clinics implementing the testing model had a slightly higher mean readiness score (74%) than those in the referral model (68%). As shown in Appendix 5, although most facilities had short-term FP methods available, they were likely to have had stock outs for implants, emergency contraceptives, and IUDs. In addition, provision of surgical contraception (female mini laparotomy, tubal ligation and vasectomy for males) was quite low, especially in Thika District. 
Acceptability of services to clients
Comments by clients at the endline about the quality of FP services suggests that there was improvement over the intervention period as there were fewer complaints, especially about the shortage of FP commodities. Despite the improvements, clients at the endline made suggestions for further improvements:
"Would like to see additional providers due to high number of clients" Client, Nyeri District.
"FP commodities stock-outs cause some clients to switch methods" Client, Thika District.
"FP services should be made free of charge since some clients are not able to meet the cost of these FP services and this is a service all women require." Client, Thika District.
Respondents, especially in Thika district, said that they were told where to get VCT services and also received information from their provider on VCT services in general, such as the importance of knowing own HIV status. In both districts, there was a marked reduction in the number of clients at endline who mentioned stigma and self-denial as issues that discourage people from going for VCT. At endline, clients appeared more concerned about meeting the needs of discordant couples: "People are discouraged from going for testing because if one partner is positive and the other negative it causes separation." (Client, Thika district). The majority of participants in the testing model felt that the intervention improved access, as they were not required to travel to other health facilities to be counseled and tested for HIV.
During the baseline, the majority of clients expressed a willingness to go for VCT services. Some of them preferred attending VCT in far and secluded places away from their homes. However, at endline, more clients (especially in the testing model) preferred to be tested in the same health facility as for FP services. Reasons included time saving and that only one provider need know their status. Many clients stated (at baseline and endline) that the availability of ARVs could alter the community"s perception and make more people go for VCT services.
Overall, participants said that it was a good idea to integrate counseling and testing within FP services. They liked the idea of the provider knowing their status and guiding them if positive on appropriate FP methods. However, there were mixed reactions about being referred elsewhere for VCT services by an FP provider. Some felt that it was acceptable if the provider gives good reasons for referral. However, majority said they would prefer to be tested at their local clinic together with their partners. 
Acceptability to providers
Most providers were female and the mean age was 46 years in Nyeri District and 43 years in Thika District. At baseline, the main challenges cited by providers were irregular supply of FP commodities and shortage of staff in health facilities. At endline, the challenges mentioned were more to do with the effects of implementation of integrated activities. These included increased waiting time for clients as consultations for integrated services take longer, difficulties in using the BCS-plus job aids, and a small number of partner vouchers returned to the facilities.
"Due to shortage of staff and the added HIV services the workload is high and this forces us to hold clients for long, which then causes a lot of complaints from them." Provider, Thika
District.
In both districts, providers suggested that the MOH deploys additional providers to address the issue of staff shortages. Providers also pointed out that although they are trying to integrate HIV and FP services, some of them do not have skills in counseling and testing as well as in the broader management of HIV positive clients, especially those requiring specific drugs:
"Clients on ARVs and TB are difficult to manage, especially if they have been on TB drugs and test HIV positive. In such cases, we do not know which drug to start on." Provider, Thika District.
Providers indicated that they had adopted a number of strategies and coping mechanisms to maintain the quality of FP care provided to clients because of the shortage of commodities and human resources. In both districts, providers indicated that they reduce the VCT/FP consultation time by doing group counseling for pre-test counseling and only do individual counseling for the post-test counseling. In both districts, providers said that integrating counseling and testing for HIV within FP services has enabled many clients to access HIV/AIDS/STIs services and care, especially those who might have feared going to VCT sites. Condom use in particular is encouraged.
"We encourage those who test positive that they do not have to entirely give up their sex lives, but to strictly ensure that they use condoms to avoid re-infections and transmission of the virus." Provider, Nyeri District In both districts, providers indicated that the cost of accessing the two services was low enough to not prevent would-be clients from seeking the services. They said the use of the syndromic approach in managing FP clients with RTIs/STIs helps to lower the cost of providing services since laboratory tests are not required.
Overall, providers felt that it is feasible and acceptable to integrate counseling and testing for HIV within family planning services. The majority of providers felt that provision of integrated services was beneficial to both themselves and their clients. They also felt that integration had improved client-provider interactions, couple counseling, and male involvement in VCT/FP issues. Providers in Nyeri said that the testing model had empowered them with appropriate skills to counsel and test clients for HIV. Providers in referral model clinics in Thika recommended that the MOH allows them to have onsite counseling and testing services for HIV. As can be seen in Table 4 , most clients were married, around 30 years old, had two or three living children, and had completed 5 -8 years of schooling. There were some differences between the districts in terms of fertility intentions, with those in Nyeri less likely to want more children, and for those who did want another child, women in Nyeri were more likely to want to deliver within two years. Between 13 -19 percent of clients were "new", that is obtaining family planning from the clinic for the first time. Reflecting the national situation in Kenya, the vast majority of clients were using hormonal contraception, mostly injectables. This is despite the fact that well over half of the FP clients do not want any more children at all, and of those that do want more, 80 percent would like to wait at least three years. The low levels of IUD use, a method well-suited to this population, also reflect national norms.
Characteristics of the FP clients
Quality of FP Counseling
After updating providers in FP and orienting them in the BCS-plus approach, significant improvements were observed in FP method counseling in both models across most of the six indicators that were assessed (see table 5 ). These indicators were chosen as they represent the key issues usually considered necessary for good quality of counseling on family planning (e.g. Bruce 1990 ). To assess the magnitude of overall changes in the quality of FP counseling within and between the two models, summary scores were developed by aggregating the mean scores of the six indicators for each individual observed, giving a scale ranging from 0 (lowest quality) to 6 (highest quality). The summary scores show that the increase in quality was higher in the referral model clinics, although these did start at a higher level of quality than the testing model clinics. The greater increase in this group may be due to the fact that providers in the referral model clinics (Thika district) were much more likely (75%) to have been observed using the BCS-plus approach during consultations than providers in the testing model clinics (41%) (Nyeri district), supporting findings from earlier studies that the BCS-plus does have an effect on quality of FP counseling. Overall, the pooled sample shows that use of the BCS-Plus increased mean number of critical actions from approximately three to four per consultation. The weakest aspect remained discussions of fertility intentions, with providing clients with a choice of methods consistently being the strongest aspect.
Significant improvements were also noted with regard to the rapport established between provider and client (see table 6), although interestingly the improvements were greater in the testing model clinics than the referral model clinics. Some indicators (e.g. privacy and the use of client records during consultation; not included here) did not improve, but were already high at baseline.
One of the biggest improvements was in the proportion of consultations in which the provider spent more than 15 minutes with their client. At baseline, the median consultation time for clients attending the referral and testing models was 12 and 10 minutes respectively; at endline, this had increased to 15 and 14 minutes respectively, regardless of whether the clients were repeat or new. The median consultation time for new clients at endline was 18 minutes in the referral model and 20 minutes in the testing model. The median consultation time for all clients in the testing model (repeat or new) who were actually tested was 17 minutes, which means that the addition of the test increases the consultation time by an average of seven minutes. 
Quality of STI/HIV Counseling
Overall, improvements in the quality of counseling for STI/HIV risk factors were observed in both models for the set of factors described in Table 7 , but the low summary scores of around two out of five key actions being undertaken with each client after the intervention indicate that this is an area that needs more attention. Substantial improvements were made in the clinics in Thika district, which may reflect greater use of the BCS-Plus approach, as noted above. Providers seem to be most comfortable having general discussions about STIs/HIV and to a lesser extent discussing some of the risk factors, but counseling about the client"s personal behaviors (e.g. history of symptoms or number of sexual partners), remains extremely low. This demonstrates once again the often observed reluctance of FP providers to engage their clients in discussions of their personal sexual behavior.
Quality of counseling about condom use
As shown in Table 8 , all indicators relating to counseling on dual protection improved significantly after introducing the BCS-Plus approach, and particularly in the referral model clinics in Thika district. At baseline, this had been a particularly weak aspect of counseling, with average summary scores of 0.51 and 0.8 items per client. Although there is still much improvement needed, the increase to 2.4 items per client on average, including 2.88 in Thika district, indicate that providers are willing and able to discuss condom use in a dual protection perspective with FP clients.
In most facilities, condoms have been placed in dispensers and clients are expected to take themselves from these dispensers. The proportion of consultations in which a provider was observed giving male condoms to clients improved significantly after the intervention, however, from two percent at baseline to eleven percent at endline; there was also a slight increase in the provision of female condoms from none at all at baseline to two percent of consultations at endline. These proportions were higher in the referral model. 
Quality of counselling on HIV C&T
Training, encouraging and supplying job aides for providers to discuss HIV CT with their FP clients has clearly had a substantial effect on their consultations. As Table 9 shows, the summary scores increased from approximately one item to almost three out of four items per client. After the intervention, counseling and testing for HIV was mentioned in almost 90 percent of consultations overall, and the client"s own serostatus was discussed. 
Aggregate scores for quality of care
To evaluate the overall effect of the introduction of the BCS-Plus approach on the quality of care received in both the testing and referral models, As noted above, this difference between the models / districts may be due to the much higher levels of use of the BCS-Plus approach in Thika district. To explore this possibility further, the scores for those consultations in which the BCS-Plus approach was used were compared with the scores for consultations in which the approach was not used. As Figure 2 shows, the summary scores for all consultations when the BCS Plus approach is used are much higher than when it is not used, clearly indicating that this approach is an effective means for improving the quality of counseling when providing integrated services. The approach was particularly effective in Thika district, causing a doubling in the quality of care scores. Effect on condom use As Table 11 shows, although remaining low overall, recent and current condom use increased significantly among most clients. Of particular note are the small but significant increases in the proportions of FP clients using condoms jointly with another FP method; this is particularly marked among repeat clients, which may be attributable to messages given during use of the BCS Plus. 
Effect on offering and use of HIV testing
The key outcome measures of this study were the effect of the interventions on providers offering FP clients an HIV test, and on clients" use of the HIV testing service. Table 12 shows that approximately two-thirds of new clients reported ever having an HIV test, and this did not change over time, nor was there any difference between the districts. This suggests during the duration of the study there were no external influences to increase testing among these women. For repeat clients, however, there were significant increases in the proportions reporting ever having had a test after the intervention was introduced (from 43% to 67% for the pooled sample), especially among those exposed to the testing model in Nyeri. (81%). This suggests that exposure to the intervention, as indicated by the repeat clients at endline, has increased the likelihood of ever being tested and that the testing had been done as a result of the intervention. One noticeable difference in Table 12 is that at baseline the proportions of new clients reporting ever having an HIV test were, on average, much higher (66%) than among repeat clients (43%). Anecdotal evidence from nurses at these facilities indicated that this may be because most of their new clients were women who had recently given birth (i.e. are postpartum clients) and the recent expansion of PMTCT services nationwide means that most pregnant women are now being tested. Indeed, 71 percent of new clients had a child younger than one year compared with only 45 percent of repeat clients, supporting these nurses" statements. At endline, the proportions of new clients (49%) with babies under one year old was much lower than at baseline, which may explain why there was not been an increase in the proportion of new clients reporting HIV testing over time.
There were substantial and significant increases in the proportions of clients offered HIV testing during the consultation, from one percent at baseline to 39 percent (repeat) and 48 percent (new) at endline. Providers implementing the testing model were more likely than those implementing the referral model to offer their clients HIV testing, perhaps because they were able to offer the test themselves. For both models, the proportion of new clients being offered HIV testing (48%) was higher than for repeat clients (39%). The majority of repeat clients used injectables and pills, and so make regular visits to the clinic; consequently, the provider may know (or assume) that the client had been offered testing previously and so would not have made the offer during the consultation observed. It could also be due to the fact that FP counseling for repeat clients is always less thorough than for new clients, which is no different for integrated services.
Offering a client HIV testing is clearly an important action that providers should be encouraged to take, because 50 -72 percent of those offered testing accepted to have a test. Interestingly these proportions were higher among repeat clients, perhaps because the client had been offered the test several times before. Moreover, the proportions accepting a test were also higher in the referral model, which may substantiate the finding from client focus groups for a preference to be tested anonymously at another site.
Figure 3: Proportion of FP clients accepting to have an HIV test
As shown on Figure 3 , both interventions were highly effective in increasing the proportions of all FP clients actually having an HIV test after the FP consultation 3 . There were no differences between the proportions of new or repeat clients having an HIV test, despite the differences in being offered or not offered a test. Overall, approximately one-third of those choosing to have an HIV test (both new and repeat clients) had never had a test before; this proportion increased to one half for those attending referral model clinics, again probably because of the anonymity involved. These data clearly indicate that both models have the potential to substantially increase the number of women accessing and using HIV counseling and testing by offering the service during FP consultations.
Cost analysis and incremental costs for scaling up
Appendix 6 describes in detail the plan and findings from cost analysis. The cost analysis calculated the planning and preparation costs, most of which were incurred by this project, and the incremental costs for providing the VCT service in addition to the FP consultation. On average, the additional time required during the consultation to provide the VCT service was reasonable -3.03 minutes for the testing model (12.4 to 15.4 minutes) and 4.18 minutes in the referral model (13.2 to 17.4 minutes). Moreover, the additional costs per FP client were affordable, at $0.41 for the testing model and $0.24 for the referral model.
When deciding whether or not to scale up the intervention to other MOH facilities, the MOH will need to consider the resources required. For scaling up, we assume that much of the planning costs incurred during this OR study will not need to be repeated (development of job aids, development of training curriculum, and stakeholder meetings) and so are left out of the calculation. However, training of providers and the production of IEC materials will still be required, along with additional resources to support routine service delivery and supervision. For budgeting purposes, the MOH will be most interested in the cost of resources that will require additional financial expenditures as opposed to re-deployment of existing resources (e.g. staff time for service delivery). Therefore, we use the data presented in Appendix 6 to develop the following estimates of the cost of scaling-up the two models by type of facility (Table 13) .
Introducing the testing model to a new facility is estimated to require resources worth $2,099 to $ 6,218 depending upon the level of facility. The proportions of total resources required are disaggregated as follows: Training providers requires between 47% (hospital) and 69% (dispensary); Service delivery requires between 34% (hospital) and 20% (dispensary); Supervision visits require between 11% (hospital) and 6% (dispensary); IEC materials production requires between 9% (hospital) and 4% (health centre).
Based upon the experience of this study, the estimated incremental cost per FP client also counseled and tested for HIV in the testing model ranges from $5.60 (hospital) to $9.53 (dispensary), which compares well with the estimated per client cost for stand-alone VCT of $27 in Kenya (Sweat and Coates 2000) .
Introducing the referral model to a new facility is estimated to require resources worth $1,181 to $ 3,724 depending upon the level of facility. As testing is not done within the facility, or at least within the FP clinic, there are no additional costs incurred for HIV testing. The proportions of total resources required are disaggregated as follows: Training providers requires between 40% (hospital) and 69% (health centre); Service delivery requires between 25% (hospital) and 14% (health centre or dispensary); Supervision visits require between 18% (hospital) and 10% (health centre or dispensary); IEC materials production requires between 17% (hospital) and 8% (health centre).
STUDY LIMITATIONS
The study had the following limitations. Firstly, the number and profiles of participating health facilities were different in each model. Thika had two hospitals while Nyeri had only one and Thika had eight health centers compared with four in Nyeri. Second, national HIV surveillance data shows that HIV prevalence is estimated at 10 percent in Thika compared with 2.4 percent in Nyeri, which may influence client awareness, behaviors and attitude towards HIV testing in each district. Third, Thika is primarily an urban and peri-urban district while Nyeri District is largely rural, which influences the mobility of health facility clients.
CONCLUSIONS
The study demonstrated that both models were feasible and acceptable to providers and to clients as means of integrating and linking HIV prevention counseling, condom promotion and counseling and testing with FP services, and is effective in increasing quality of care and service utilization. Specific findings showed that:
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Integrating counseling and testing for HIV into FP services is feasible and acceptable: The majority of facilities had the capacity to integrate HIV prevention counseling and provision of or referral for CT services within existing FP services. Provision of both services jointly was perceived by clients to be beneficial and attractive and was welcomed by providers as an opportunity to provide a comprehensive service that better meets their clients" needs. Existing differences between clinics in each district meant that some were better prepared than others to offer integrated services.
Quality of family planning counseling improved: Significant improvements were observed in the quality of FP counseling and in the rapport established with clients in both models. Discussion of reproductive intentions remained a weakness however.
Quality of counseling on STI/HIV issues improved: As was anticipated, levels of counseling on STI/HIV issues were low at baseline. After introduction of the BCS Plus approach, there were marked increases in discussions about STIs and HIV/AIDS generally and about the risk factors, but discussions of the client"s personal sexual history and behaviors remained low, and need so needs more attention.
Counseling on condoms and dual protection and their use improved: Condoms were rarely mentioned or discussed at the baseline, especially in Thika district. Training and use of the BCS Plus significantly increased discussions around condoms and their use. Reported use of condoms at last sex, in last month, and with another contraceptive method all increased significantly.
Counseling on HIV CT increased during FP consultations:
One of the focus items of the intervention was to increase counseling on HIV counseling and testing during the FP consultations. At baseline, the proportion of consultations in which VCT is mentioned was quite high at 39 percent overall. Introduction of the intervention led, however, to substantial increases, with HIV counseling and testing being mentioned in 88 percent of all consultations at endline. Discussions of the client"s own serostatus increased dramatically also, from an average of 24 to 81 percent of consultations.
Use of the BCS Plus approach significantly improved the quality of integrated services:
Summary scores were calculated for 27 counseling items that providers were trained to cover when providing integrated services. The mean summary scores for those consultations when the BCS Plus approach was used were much higher (18.86) than for consultations when the BCS Plus was not used (12.19), clearly indicating that the BCS Plus approach is an effective means for improving the quality of counseling when providing integrated services. The approach was particularly effective in Thika district, where quality of care scores almost doubled when it was used.
Clients' offered and obtaining HIV CT increased: Approximately two-thirds of all new clients had ever had an HIV test, and this did not change over time, nor was there any difference between the districts, suggesting that there have been no external influences on testing among women not exposed to the intervention. For repeat clients, there were significant increases in the proportions ever having a test after the intervention (from 43% to 67%), and especially among those exposed to the testing model. There were substantial increases in the proportions of both new and repeat clients offered HIV testing during the consultation -from 0 -3 percent at baseline to 27 -74 percent at endline. Providers implementing the testing model were much more likely than those implementing the referral model to offer HIV testing, which may be because they were able to offer the test themselves. For both models, the proportions of new clients being offered HIV testing (34% -74%) were higher than for repeat clients (27% -56%), which may be due to the majority of repeat clients using injectables and so the provider may have assumed that the client had been offered testing previously. Overall, 50 -72 percent of FP clients offered testing accepted to have a test, and these proportions were higher among repeat clients and for the referral model, which may be due to a preference for anonymity at another site. The proportions of all FP clients actually having an HIV test after the FP consultation were 20 percent in the referral model and 35 percent in the testing model, with little difference between new or repeat clients. These data clearly indicate that both models are effective in substantially increasing the number of women accessing HIV counseling and testing through offering the service during FP consultations.
Incremental costs for integrating CT into FP services are affordable: On average, the additional time required during an FP consultation to provide the CT service was reasonable -3.03 minutes for the testing model (from 12.4 to 15.4 minutes) and 4.18 minutes in the referral model (from 13.2 to 17.4 minutes), and the additional costs per FP client for this time were affordable, at $0.41 for the testing model and $0.24 for the referral model. For planning scalingup of the testing model, the estimated incremental cost per FP client who is also counseled and tested for HIV ranges from $5.60 (hospital) to $9.53 (dispensary). This compares favorably with an estimated cost per client at stand-alone VCT sites of $27.
Drawing from the lessons learned, the key programmatic recommendations for institutionalizing and scaling up this approach are:
Ensuring that provincial and district level MOH managers and trainers, from both reproductive health and STI/HIV control, lead activities to build capacity and introduce the new service delivery protocols is critical.
District and facility action plans can be used as management tools for ensuring resource mobilization and allocation and securing commitment to providing integrated services.
The Balanced Counseling Strategy Plus approach and tools has enhanced the range of services offered to FP clients and significantly improved the quality of care.
On-the-job updates by district level managers and trainers rapidly expanded the number of health providers able to provide HIV CT for FP clients, but for sustainability the existing FP service delivery protocols need to be reviewed and revised to mainstream this approach in high STI/HIV prevalence settings.
Continuous availability of both FP and HIV CT commodities was a key factor in ensuring an attractive and accessible service.
Both models are effective in increasing the number of women testing for HIV, both for the first time and for a repeat test.
Clinics that can offer HIV testing on-site should also consider offering clients the option of being referred elsewhere for the test, given the evidence suggesting that anonymity is important for these FP clients who may meet the same provider on several occasions. 
UTILIZATION OF RESEARCH FINDINGS
Appendix 6: Measuring and analyzing incremental costs
In the interventions tested, clients seeking PF information and services also receive information and services on HIV, including counseling and testing. In addition, some of the clients receive services pertaining to RTIs/STIs and referral to other facilities in situations where a particular service may not be available. The costing framework for integrating counseling and testing for HIV into FP services takes into account only the additional costs incurred for integrating these services. From the figure below, these costs are represented by the interface between FP and HIV/AIDS services, as well as other costs shown in the intervention arm.
Cost Estimation
The purpose of this cost estimate is to provide guidance to the MOH as to the additional resources required to introduce C&T for HIV into facility-based FP services. The estimation of incremental costs used a four-step process: 1. Identification of all resources used to introduce VCT services. 2. Measuring resources in their natural units (quantification) e.g. number of HIV test kits supplied. 3. Converting natural units into cost estimates (i.e. quantity x unit price). 4. Estimating incremental costs associated with introducing each of the models.
Data were collected retrospectively (before introduction of the interventions) and prospectively (during implementation of the interventions) from the 23 facilities based on the steps shown above. Data were obtained from: key informant interviews, review of administrative data, FP utilization registers and observation of the time each provider spent with clients. The The planning phase is used to prepare for the actual provision of services. Activities in this phase include: stakeholder meetings, site assessments, modifications to service delivery points, the production of IEC materials, and the training of service providers. The resources used to support these activities represent a one-time up-front investment and will depend upon the context in which the intervention takes place. As a result, one needs to be careful when generalizing these resource requirements to other settings.
The service delivery phase corresponds to the time when clients are receiving the integrated services. The additional resources required to provide integrated C&T services were classified into three broad categories: labor, test kits, and other medical supplies. These resources are required on an on-going basis and therefore represent recurring costs to the program. The magnitude of these costs is sensitive to the volume of clients served but on a per client basis these costs can be inflated to estimate costs for different size programs. Assumptions made for service delivery cost estimation are outlined in the box below.
When reporting on incremental costs, a distinction is made between financial and non-financial (opportunity) costs. While additional staff time is required to provide the integrated services, there are no additional labor expenditures required so this resource requires a re-allocation of existing resources. For the test kits and other medical supplies, there will need to be additional financial expenditures to source these supplies. The incremental financial and non-financial resources required are documented below. Planning / Preparation Costs: Prior to the intervention, FRONTIERS facilitated meetings with the MOH to reach consensus on the approaches to be used and the goals of integrating VCT and FP services. Job aids and client brochures were developed and produced and a total of 75 providers (47 in Thika district and 28 in Nyeri district) were trained. Each district held two training sessions so as not to disrupt service delivery in the pilot facilities. The cost per trainee per day was approximately $80 for the testing model and $75 for the referral model. Table A presents the estimated costs of planning and preparation activities which indicate the magnitude of up-front investments that may be required to replicate this process in other settings. Most of these costs were from the project and therefore outside of the MOH. The total cost shown includes various costs such as transport refund to participants, full board costs for participants including trainers, incidental costs e.g. photocopying, out of pocket allowance, fuel refund, accommodation for drivers, purchase of training material e.g. stationery among others.
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Similar calculations were applied in computing costs of reproductive health services in four CHAG hospitals (Boateng, et al, 2006) . The incremental time for Thika District was higher (4.18 minutes) than that of Nyeri District (3.03 minutes), although the reasons for the differences were not investigated. However, background data shows that facilities in Thika are better staffed than those in Nyeri. For instance, facilities in Thika have an average of 7 enrolled nurses while those in Nyeri have 4 enrolled nurses. Findings from the focus group discussions seemed to confirm that providers especially in Thika had devised coping mechanisms for dealing with workload despite the staff shortage such as reporting to work early, using lunchtime break and any other free time to attend to the clients, and using other staff members such as Public Health Technicians to educate clients on FP and VCT. These actions seemed to increase the time available for provider-client consultations. On the other hand, given that Nyeri was worse off with regard to staff shortage when compared to Thika, it is probable that consultations took a shorter time in order to serve all the clients in the testing model without turning any of them away. The fact that providers in Nyeri did not mention employing any coping mechanisms seemed to suggest that they did not gain additional contact time with their clients.
Cost of rapid test kits and supplies:
The cost of rapid HIV test kits and gloves used in performing an HIV test are presented in the Table C. In Nyeri a total of 4,748 HIV test kits were used and 4000 pairs of gloves during the intervention. The total cost was Kenya Shillings 355,676 (approximately $5,472) Cost of additional supervisory visits: In order to reinforce the new methods of counseling clients, the Population Council provided additional supervisory visits to complement the ongoing supervision visits provided by the MOH. The resources used for these activities totaled 400,050 Kshs or $5,715 (Table D) . The table below indicates how these costs varied by model and type of facility. The variation is due to differences in travel distances, number of facilities, and number of visits per facility.
